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ABSTRACT
Background: Disseminated cytomegalovirus (CMV) infection is relatively uncommon, occurring
primarily in immunocompromised hosts and neonates. Patients with acquired immunodeficiency
syndrome (AIDS) are the most common hosts, with symptoms secondary to lung and eye involve-
ment. There have been no reports of symptomaticCMV infection of the pelvis in women.
Case report: This case is the first described of acute symptomatic CMV infection of the genital
tract in awoman with AIDS. Her presenting symptoms were the result of acuteCMV oophoritis. In
addition, CMV was found in the endometrium and endosalpinx (an infected structure heretofore
unreported).
Conclusion: The increasing prevalence and incidence ofAIDS in women should make us aware
of the possibility ofopportunistic, symptomaticCMV pelvic infection. (C) 1996 Wiley-Liss, Inc.
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ost healthy people beyond the neonatal period
who become infected with cytomegalovirus
(CMV) are asymptomatic. If symptoms do occur,
they are usually mild and self-limiting. By age
35-40 years, approximately 50% of the population
are seropositive for CMV.
CMV enters the latent phase after a primary
infection, with itsDNA incorporated into the host’s
genome. Once infected, individuals probably carry
the virus for life. Immunocompromised states, such
as infection with the human immunodeficiency
virus (HIV), can result in reactivation of CMV.
Primary CMV infections in immunocompromised
hosts do occur and are often severe; the reactivation
of CMV also leads to pneumonia, colitis, chorio-
retinitis, encephalitis, and other manifestations.
2
CMV infection can lower T-cell ratios, suppress
natural killer cell activity, and reduce T-cell prolif-
erative response.
3 Up to 90% of acquired immu-
nodeficiency syndrome (AIDS) patients develop ac-
tive CMV infection during the course of their
illness.
CMV oophoritis has been reported in 8 women
immunocompromised from acute leukemia.
4 In ad-
dition, an autopsy series identified 4 women with
CMV oophoritis with either a lymphoproliferative
disorder or acute leukemia, s To our knowledge,
CMV infection of the ovary has not been described
either histologically or as a cause of morbidity in
any woman with AIDS.
CASE REPORT
P.H. was a 39-year-old white female who acquired
HIV through heterosexual contact. She was diag-
nosed initially after developing pneumocystis pneu-
monia. Subsequently, she was treated with zidovu-
dine and acyclovir. The patient’s first admission
was for a presumed pancreatitis secondary to zi-
dovudine therapy. She was readmitted 8 months
later for pneumococcal pneumonia. Shortly after,
she developed severe, persistent metrorrhagia and
anemia that was unresponsive to both medroxypro-
gesterone and danazol. An endometrial sampling
demonstrated only a secretory endometrium. All
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measures of clotting function were normal, and a
vaginal hysterectomy was performed. The micro-
scopic pathology of the uterine specimen demon-
strated CMV endometritis as well as CMV in-
clusions in numerous small fibromyomata. The
histology of the uterus identified CMV for the first
time in this patient. Subsequently, she had CMV
identified in her blood, sputum, and urine.
Ten days after her discharge, she was readmitted
with severe pelvic and rectal pain. Examinations,
barium enema, colonoscopy, and pelvic ultrasounds
were not helpful in diagnosing her pain origin. She
required high-dose narcotic analgesia. In less than a
month, she was admitted to another hospital with
an acute abdomen necessitating an ileocecal resec-
tion. A pathologic review of this specimen showed
ischemic necrosis of the cecum with perforation.
CMV was not identified in this specimen.
Her persistent pelvic pain prompted another ad-
mission in the same month. A colonoscopy with
biopsies of the anastomotic site and the colon gener-
ally revealed CMV infection. The patient’s pelvic
and rectal pain continued, requiring parenteral
morphine as well as repeated caudal blocks. She
died 2 months later.
Autopsy Findings
The important gross findings included diffuse con-
solidation of both lungs. The gastrointestinal tract
was unremarkable. No ulcerations were identi-
fied.The ovaries were adherent to the pelvic side-
walls.
Microscopically, both lungs showed extensive
acute and chronic CMV pneumonitis. CMV colitis
and proctitis were also identified, but no ulcer-
ations were found. The endometrium from the hys-
terectomy done three months earlier demonstrated
CMV inclusions in the columnar epithelium (Fig.
1.). Both ovaries showed extensive involvement
with CMV (Fig. 2).
DISCUSSION
In immunocompromised AIDS patients, CMV is
known to involve the lungs, adrenals, retina, brain,
liver, esophagus, and colon. CMV pneumonitis
alone has a mortality rate of nearly 90%.
6 An im-
mune complex nephropathy has also been reported
in association with CMV.
7 While CMV is known
to infect the ovaries in patients immunocompro-
mised by malignancies or chemotherapy, CMV in-
Fig. I. Photomicrograph ofCMV inclusions (arrows) in the
columnar cells of the endometrium ( 120).
Fig. 2. Photomicrograph ofCMV inclusions (arrows) in the
stroma of the ovary( 120).
volving the ovaries with HIV infection has not
been noted heretofore. The patient described here
had intractable pelvic and rectal pain, which can be
explained, in part, by the extensive CMV oophori-
tis. The findings of CMV in the uterus and fallo-
pian tube, while interesting, were not associated
with the extensive inflammation seen in the ovaries.
With the increasing number of female AIDS
patients, we may postulate that CMV oophoritis, as
well as CMV infection of other areas of the genital
tract, will be seen more often. However, in a 5-year
period, a review of 12 autopsies in the Department
of Pathology, University of Rochester, in female
AIDS patients, 4 ofwhom had disseminated CMV,
no such involvement of the ovaries or other genital
tract structures was seen. In view of the difficulty
in diagnosing this disorder, CMV oophoritis sec-
ondary to CMV infection should be included in the
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differential diagnosis of unexplained pelvic pain in
female AIDS patients.
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